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Supersedes  

Attachment 3.1 -A 
Page 3 

State/Territory:Kentucky 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND 

REMEDIAL, CARE AND SERVICES PROVIDED TO THE 

CATEGORICALLY NEEDY 

b. 	 Optometrists’services. 

-X Provided: ___No limitations X 

c. services.Chiropractors’ 

-X Provided: X N o  limitations -With 

d. OtherPractitioners’Services 

W i t hlimitations*-Not Provided. 

limitations* N o t  provided. 

7. 

X Provided: -No limitations X With limitations* -Not provided. 

Home HealthServices 

a. 	 Intermittent or part-timenursing services provided by a home health 
agency or 
by a registered nurse when no homehealth agency exists in area. 

-X Provided: No limitations3With l i m i t a t i o n sNot provided. 

b. 	 Homehealth aide services provided by a home health agency. 

&Provided: -No limitations X With limitations* N o t  provided. 

c. 	 Medical supplies suitable for use in thehome. 

XProvided: -No limitations 3 With l i m i t a t i o n s  N o tprovided. 

*Description providedon attachment. 

Effective TN NO. Date 01-01-0303-06 
Approval Date OCT 3 1 Do3 

TN NO.01-26 



Supersedes  Effective  Date  Approval  

State:Kentucky 	 Revised 
Attachment 3.1 -A 
Page 7.3.1 (a) 

AMOUNT, DURATION, AND SCOPEOF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

7. Home HealthServices 

Home health services mustbe provided by a home health agencythat is Medicare 
and Medicaid certified. The service must be medically necessary, ordered by a 
physician, prior authorized, providedin accordance with approvedplan of care 
and provided inthe individual’s residence. A hospital, nursing facilityor 
intermediate care facility formentally retarded shall not be consideredas an 
individual’s placeor residence. Prior authorization mustbe conducted by the 
Department andis based on medical necessity; physician’s orders;the recipient’s 
needs, diagnosis, condition; the planof care; and cost-effectivenesswhen 
compared withother care options. 

7a.IntermittentorPart-timeNursingService 

Intermittent or part-time nursing services must be orderedby a physician, 
be prior authorized, providedin accordance with an approved planof care 
and provided in the individual’s residence.Home health agencies may 
provide disposable medical supplies necessary for,or related to, the 
provision of intermittent or part-time nursing serviceas specified for 
coverage by the Medicaid Program. 

7b. AideHomehealth Services 

Homehealth aide servicesmust be ordered by a physician,be prior 
authorized, provided in accordance with an approved planof care and 
provided in the individual’s residence. 

7c.MedicalSuppliesSuitablefor Use intheHome. 

Each provider desiring to participateas a medical supply provider must be 
a participating Medicare Provider and sign a provider agreement with the 
Department for Medicaid Services. 

TN NO. 03-06 
Date 01-01-03 

TN NO.01-26 



State: Kentucky 	 Revised 
Attachment 3.1-A 
Page 7.3.1(b) 

1. The provider submits a certificate of medical necessity (CMN) 
and, if required, a prior authorization form and any other 
documentationto supportmedical necessity. 

2. 	 Coverage of medical supplies for use by patients in the home, 
are based on medicalnecessity. 

Coverage criteria established by the Medicare program will be 
used as a guide indetermining medical necessity but will be 
subject to a medical necessity override. 

3. 	 The criteria used in the determination of medical necessity 
Includes an assessmentof whether the itemis: 
a. Provided in accordance with 42 CFR 440.230; 
b. 	 Reasonable and required to identify, diagnose, treat, correct, 

cure, ameliorate, palliate, or prevent a disease, illness, injury, 
disability or other medical condition; 

C. 	 Clinically appropriate in terms of amount, scope, and duration 
based ongenerally accepted standards of good medical 
practice; 

d. 	 Provided for medicalreasons rather than primarily for the 
convenience of the recipient, caregiver or the provider; 

e. 	 Provided in therecipient's residence, in accordance with 
generally accepted standards of good medical practice, where 
the service may ,for practical purposes, be safely and effectively 
provided; 

f. 	 Needed, if used in reference to an emergency medical service, to 
evaluate or stabilize an emergency medical condition that is found 
to exist using the prudent layperson standard; and, 

�5 	 Provided in accordancewith early and periodic screening, 
diagnosis, and treatment (EPSDT)requirements for recipients 
under twenty-one (21) years of age. 

4. 	 Coverage of an item of medical supply shall be in accordance with the 
following: shall serve a medical purpose; shall not generally be useful 
to a person in the absence of illness or injury; shall be appropriate for 
use in thehome; and shall be medically necessary and reasonable. 

TN NO. 03-06 f;r*----" ., 
I_ ., 

,>
Supersedes Approval Date ... - , .. :,: Effective Date
01 -01-03 
TN NO. 01-05 



State: Kentucky 	 Revised 
Attachment 3.1-A 
Page 7.3.1 (c) 

7.d. Physical therapy, occupations therapy, or speech patholow and audiology 
services provided by a home health agency or medical rehabilitation facility 

Physical therapy, occupationaltherapy, or speech pathology services provided 
by a home health agency must beordered by a physician, be prior authorized, 
provided in accordance with an approved plan of care and provided in the 
individual's residence. Audiology services are not provided under this 
component. Physical therapy, occupational therapy or speech pathology services 
provided by a medical rehabilitation facility are not provided underthis 
component. 

TN NO.03-06 p4. mb'- s * - ,  . --!? 

Supersedes Approval Date ' '. I .- *..,- -':~) Effective Date 0 1-01-03 

TN NO.01-26 




State Kentucky 	 Revised 
Attachment 3.1-A 
Page 7.5.2 

*:e 	 A drug provided to a recipientin an 
institution in which drugs are considered 
a partof the reasonable allowable costs 
under theKentucky Medicaid Program. 

(3)Apatient"locked-in"to one pharmacy due 
to over-utilizationmay receive pharmacy 
services only from his/her lock-in provider 
except inthe case of an emergency or by 
referral. 

(4) 	 Ifauthorized by the prescriber, a 
prescription may be refilled up to five(5) 
times within a six (6) month period from the 
date the prescription was written or ordered. 

b. Dentures 

Dentures are not covered for adults. Dentures may 
be covered for children through the early, periodic, 
screening diagnosis and treatment program 
(EPSDT). 

C. Prosthetics and Orthotics 

Prosthetic and orthotic devices are covered in 
accordance with Attachment 3.1-A, page 12. 

d. Eyeglasses 

Eyeglasses are not covered for adults. Eyeglasses 
are covered for children through the vision program. 

T6INo. 03-06 $0I-' p \ - 


Supersedes Approval Date 'L - e f fec t ive  Date 01-01-03 
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Attachment 3.1-A 
Page 12 

State/Territory: Kentucky 

AMOUNT, DURATION, AND SCOPEOF MEDICAL AND 
REMEDIAL CAFE AND SERVICES PROVIDED TO THE 
CATEGORICALLY NEEDY 

27. Durable Medical Equipment,Medical Supplies, Prosthetics and Orthotics 

-X Provided N o limitations -X With Limitations* -Not Provided 

*Descriptionprovided on attachment. 

TN NO.03-06 Effective Date 01-01-03 
f" P ' : >  (' . ; q r ) 'Supersedes Approval Date 3.;.) I 3 :. , & j s , ~  

TN No. none 



Attachment 3.1 -A 
Page 13 

State/Territory Kentucky 

AMOUNT, DURATION,AND SCOPE OF MEDICAL AND 
REMEDIAL CAREAND SERVICES PROVIDED TO THE 
MEDICALLY NEEDY 

27. Durable Medical Equipment, Medical Supplies, Prosthetics and Orthotics 

An item of durable medical equipment, prosthetic, or orthotic shall be durable in 
nature and able to withstand repeated use. Coverage of an itemof durable 
medical equipment, medical supplies, prosthetics and orthotics shall be in 
accordance with the following: shall serve a medical purpose; shall not generally 
be useful to a person in theabsence of illness,or injury; and shall be medically 
necessary and reasonable. 
a. 	 A provider mustbe Medicare and Medicaid certified. Items must be 

medically necessaryand, if required, prior authorized. 
b. 	 Allmiscellaneous codes require prior authorization. Any item that does 

not have a designated HCPCS code and is determined by the department 
to be a covered itemwill use the designated miscellaneous HCPCS code 
from the HCPCS CodingBook and require prior authorization. 

c.Anyitemdesignated by a covered HCPCS codes being reimbursed at 
$150.00 or more will require prior authorization. 

d. 	 All items of durable medical equipment, prosthetic, orthotic, or medical 
supply will requirea Certificate of Medical Necessity to be kept on file at 
the provider's office for five (5) years. 

e. 	 The following general types of durable medical equipment, medical 
supply, prosthetics or orthotics are excluded fromcoverage under the 
durable medical equipment program: 
1. 	 Items which would appropriately be considered forcoverage only 

through other sections of the Medicaid Program,such as frames and 
lenses, hearing aids, and pacemakers; 

2. 	 Items which are primarily and customarilyused for a non-medical 
purpose, such as air conditioners and room heaters; 

3. Physical fitness equipment, such as exercycles and treadmills; 
4. Items whichbasically serve a comfort or convenience of the recipient 

or the person caring for the recipient, such as elevators and stairway 
elevators; 

5.  	 Items needed asa resident of an inpatient program of a hospital, or 
nursing facility, and 

6. Items considerededucational or recreational. 

TN NO.03-06 Effective Date 01-01-03r' ,. ,' 
j.8 --ISupersedes Approval Date ' . . ~ j<,&,I 

TN No. none 



Attachment 3.1-B 
Page 3 

State/Territory: Kentucky 
AMOUNT, DURATION,AND SCOPE OF MEDICAL AND 
REMEDIAL CARE AND SERVICES PROVIDED TO THE 
MEDICALLY NEEDY 

6.  	 Medical care and any other type of remedial care recognized under State Law, 
furnished by 
Licensed practitioners within thescope of their practice as defined by State Law. 

a.Podiatrists’ services 
X P r o v i d e d : N o  limitations XWith limitations*NotProvided. 

b. 	 Optometrists’ services. 
-X Provided:No limitations XWith limitations*NotProvided. 

c. Chiropractors’services. 
XProvided: XNo limitations -With limitations*Not provided. 

d.Practitioners’ ServicesOther 
-X Provided:No limitations X With limitations*Not provided. 

7. HomeHealth Services 
a.Intermittent or part-timenursing services provided by a home 

health agencyor 
by a registered nursewhen no home health agency exists in area. 
-X Provided:No limitation 1(With limitations*Not provided. 

b. 	 Homehealth aide services providedby a homehealthagency. 
X P r o v i d e d : N o  l i t a t i o n sX With limitations*Not provided. 

c. 	 Medicalsupplies suitable for use in the home. 
XProvided:No limitations 15 With l imitations*Not provided. 

d.Physicaltherapy, occupational therapy, or speechpathologyand 
audiology services provided by a home health agency or medical 
rehabilitation facility. 
-X Provided: -No limitations XWith l imitations*Not 
provided. 

*Description providedon attachment. 

TN NO.03-06 EffectiveDate 01-01-03 
Supersedes Approval Date fl;?7 9 7 p,.? ’79 

-, ! ...LJ 

TN NO.01-26 



Supersedes  

State/Territory:Kentucky 
Attachment 3.1-B 
Page 11 

AMOUNT, DURATION,AND SCOPE OF MEDICAL AND 
REMEDIAL CAREAND SERVICES PROVIDEDTO THE 
MEDICALLY NEEDY 

27. DurableMedicalEquipment,MedicalSupplies,ProstheticsandOrthotics 

-X Provided -No limitations -X With Limitations* -Not Provided 

*Description provided on attachment. 


TN NO.03-06 Date
Effective 01-01-03
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Effective  

State:Kentucky 	 Attachment 3.1-B 
Page 24 

AMOUNT, DURATION,AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDEDTO THE MEDICALLY NEEDY 

7. Home HealthServices 

Home health services mustbe provided by a home healthagency that is Medicare and 
Medicaid certified. The service must be medically necessary, orderedby a physician, 
prior authorized, provided in accordance with approvedplan of care and provided in the 
individual's residence. A hospital, nursing facilityor intermediate care facility for 
mentally retarded shall notbe considered as an individual's placeof residence. Prior 
authorization must be conductedby the Department andis based on medical necessity; 
physician's orders; the recipient's needs, diagnosis, condition;the plan of care; and cost­
effectiveness when compared with othercare options. 

7a.Intermittent or Part-timeNursingService 

Intermittent or part-time nursing services must be orderedby a physician, be prior 
authorized, providedin accordance with an approved planof care and provided in 
the individual's residence. Home health agenciesmay provide disposable medical 
supplies necessary for,or related to,the provision of intermittent or part-time 
nursing serviceas specified for coverage by the Medicaid Program. 

7b. AideHomehealth Services 

Homehealth aide services mustbe ordered by a physician,prior authorized, 
provided in accordance with an approved planof care and provided inthe 
individual's residence. 

7c.MedicalSuppliesSuitablefor Use in the Home 

Each provider desiring to participateas a medical supplier provider must be a 
participating Medicare provider and sign a provider agreement with the 
Department for Medicaid Services. 

03-06
TN NO. F' :-.. - r', 


SupersedesDate Date -01-03
Approval -, '-i '13 01 
TN NO. 01-26 



State: Kentucky 	 Revised 
Attachment 3.1-B 
Page 25 

1. 	 Coverage of medical supplies for use by patients in the home, is based on 
medical necessity. 

2. 	 Coverage criteria established by the Medicare program will be used as a 
guide in determiningmedical necessity but willbe subject to a medical 
necessity override. 

3. 	 The criteria usedinthe determination of medical necessity includes an 
assessment of whether the item is: 

a. Provided in accordance with 42 CFR 440.230; 

b. 	 Reasonable and required to identify, diagnose, treat, correct, cure, 
ameliorate,palliate, or prevent a disease, illness, injury, disability, or 
other medical condition; 

c. 	 Clinically appropriate in terms of amount, scope, and duration based 
on generally accepted standards of good medicalpractice; 

d. 	 Provided for medial reasons rather than primarily for the convenience 
of the recipient, caregiver, or the provider; 

e. Provided in the recipient's place of residence, with regard to generally 
accepted standards of good medical practice, where the service may, 
for practical purposes, be safely and effectively provided; 

4. 	 Coverage of an item of medical supply shall be in accordance with the 
following: shall serve a medical purpose; shall not generally be useful to a 
person in the absenceof illness or injury; shall be appropriate for use in 
the home; and shall be medically necessary, and reasonable. 

TN NO. 03-06 . .. 


Supersedes ', 
. 
9 
j Effective Date 01-01 -03
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State: Kentucky 	 Revised 
Attachment 3.1-B 
Page 25.1 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE MEDICALLY NEEDY 

7.d. 	 Physical therapy,occupational therapy, or speech pathology and audiology services 
provided by a home health agency or medical rehabilitation facility 

Physical therapy, occupational therapy, or speech pathology services provided by a home 
health agency must be orderedby a physician, be prior authorized, provided in 
accordance with an approved plan of care and provided inthe individual's residence. 
Audiology services are not provided under this component. Physical therapy, 
occupationaltherapy, or speech pathology services provided by a medical facility are not 
provided underthis component. 

TN NO. 03-06 
P t  k" ;=, . 

/-, .. , 

.. 4; Effective Date 01-01-03Supersedes Approval Date f.::. . Lz . , ;  a 
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State Kentucky 	 Attachment 3.1-B 
Page 31.1 

(3) 

(4) 


b. 

*:* 	 A drug provided to a recipient in an 
institution in which drugs are considered 
a part of the reasonable allowable costs 
under the Kentucky Medicaid Program. 

A patient “locked-in” to one pharmacy due 
to over-utilization may receive pharmacy 
services only from hisher lock-in provider 
except in thecase of an emergency or by 
referral. 

If authorized by the prescriber, a 
prescription may be refilled up to five (5) 
times within a six (6) month 
period fromthe date the prescription was 
written or ordered. 

Dentures 

Dentures are not covered for adults. Dentures may 
be covered for children through theearly, periodic, 
screening diagnosis and treatment program 
(EPSDT). 

C. Prosthetics and Orthotics 

Prosthetic and orthotic devices are covered in 
accordance with Attachment 3.1-B,page 39. 

d. Eyeglasses 

Eyeglasses are not covered for adults. Eyeglasses 
are covered for children through the vision program. 

TN NO.01-23 




Attachment 3.1-B 
Page 39 

State/Territory Kentucky 

AMOUNT, DURATION, ANDSCOPE OF MEDICAL AND 
REMEDIAL CAREAND SERVICES PROVIDED TO THE 
MEDICALLY NEEDY 

27. Durable Medical Equipment, Medical Supplies, Prosthetics and Orthotics 

An item ofdurable medical equipment, prosthetic, or orthotic shall be durable in 
nature and able to withstand repeated use. Coverage of an item of durable 
medical equipment, medicalsupplies, prosthetics and orthotics shall be in 
accordance with the following: shall serve a medical purpose; shall not generally 
be useful to a person in the absence of illness or injury; and shall be medically 
necessary andreasonable. 
a. 	 A providermust be MedicareandMedicaid certified. Items must be 

medically necessaryand, if required, prior authorized. 
b. 	 All miscellaneous codes require prior authorization. Any item that does 

not have a designated HCPCS code and is determined by the department 
to be a covered item will use the designated miscellaneous HCPCS code 
from the HCPCS Coding Book andrequire prior authorization. 

c.Anyitem designated by a covered HCPCS codes beingreimbursedat 
$150.00 or more willrequire prior authorization. 

d. 	 All items of durable medicalequipment, prosthetic, orthotic, or medical 
supply will require a Certificate of Medical Necessity to be kepton file at 
the provider's office for five( 5 )  years. 

e. 	 The following general types of durable medical equipment, medical 
supply, prosthetics or orthotics are excluded from coverage under the 
durable medical equipmentprogram: 
1. 	 Items which would appropriatelybe considered for coverage only 

through other sections of the MedicaidProgram, such as frames and 
lenses, hearing aids, and pacemakers; 

2. 	 Items which are primarily and customarilyused for a non-medical 
purpose, such as air conditioners and roomheaters; 

3. Physical fitness equipment, such as exercycles and treadmills; 
4. Items which basically serve a comfort or convenience of the recipient 

or the person caring for the recipient, such as elevators and stairway 
elevators; 

5.  	 Items neededas a resident of an inpatient program ofa hospital, or 
nursing facility, and 

6 .  Items considerededucational or recreational. 

TN NO. 03-06 Effective Date 01-01-03pp - 7  r)\ - "  .; , ;3Supersedes Approval Date ~ . ., '.,<J?2 

TN No. none 



TN  

State Kentucky 	 Revised 
Attachment 4.19-B 
Page 20.14 

Medical Supplies, andXIV. Durable Equipment, Prosthetics Orthotics 

DME1. General Items 

For DME items that havean HCPC code (exceptfor customized items) 
reimbursement shallbe based on the Medicaid fee schedule, not to 
exceed the supplier’s usual and customary charge. 

2. ManualPricing of DME Items 

a.CustomizeditemswithamiscellaneousHCPCcode of KO108 will 
require prior-authorization and will be reimbursed at invoice minus twenty­
two (22) percent, notto exceed the supplier‘s usual and customary 
charge. 

b.CustomizedcomponentsthatdonothaveaHCPCcode,andall 
other miscellaneous codes will require prior-authorization andwill be 
reimbursed at invoice plus twenty(20) percent, notto exceed the 
supplier’s usual and customary change. 

c.DMEitemsthatdonothaveHCPCcodesandhavebeen 
determined by the departmentto be covered will require prior 
authorization and will be reimbursed at invoice plus twenty(20) percent, 
not to exceed the supplier‘s usual and customary charge. 

d. 	 Specializedwheelchairbaseswithcodesof KO009 and KO014 will 
require prior authorization and will be reimbursed at manufacturers 
suggested retail price minus fifteen(15) percent, not to exceed the 
supplier’s usual and customary charge. 

NO. 03-06 Ob, .3 2­( - t T ” %  3LOO’S 
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